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F 000 INITIAL COMMENTS F 000

 A Recertification Survey was conducted at Grace 

Heathcare of Clarksville on August 30 - 

September 2, 2016  The facility was not in 

susbstantial compliance with Medicare 

regulations at 42CFR 483.5-483.75 - Subpart 

B-Requirements for Long Term Care Facilities.  

The following deficiency resulted from the 

facility's non-compliance.  The census was 106.  

Three complaints were investigated during the 

recertification survey.  TN00038372 and 

TN00038550 complaints were not substantiated.  

TN00037787 was substantiated without 

deficiencies.
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